MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
% /7 Prlmary gistration District No. -ﬁ{_____kagismr'n No., _:_3:5.-;23_3._

DEPARTMENT OF PUBLIC HEALTH AND WELFAR

Registration District No.

~62~048930

STATE FILE NUMBER

B oo =
1. PLACE OF DEA 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 a a. COUNTY nSi. LOUJ,A a. STATE . b, COUNTY A sdmisslon)
Rev. 4 1 M anorni $4  lowia
ev. 4/59 % b, ccl)zr {If outtide corporate limits, give TOWNSHIP only) Length of stay in Ib <. Col‘l’\’ v :n.;;?im;g.
R
(7T
TOWN : TOWN ¥ N
] S Websten Groves 18 Yeana Webater Grovea n NeD
ft‘{ Fi :z c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET “{If cutside, give location) Reside on Farm
P HOS%P%TA & 8 5 v No Ol ADDRESS N
2 Py INSTITUT) N as o Yes [] No
L/‘ééfi 2la 77 o, flm 77(? S-!)- \/fjm
3 i 3. NAME OF DECEASED First Middle Last 4. DAJE Month Day Yoar
(Type or print) o Dg:ﬂ{ .
p Pauline [iebbnecht fube /)%Eqﬁ Q62
! 5. SEX 6. COLOR OR RACE 7. Married %/ Never Married [J [8. DATE OF BIRTH | ¥- AGE (last birthday MNhDE“ s AR ': R i‘_““
—~ . Widowed Divorced [ ths ays ours in.
5 2. Female White 12 77—788‘*
10a. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 'IT. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& w uring most of working lifa, aven if retired)
= ougewd le Self S¢, louis, Mo /A R
7 o ] 13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME y T4. NAME CF HUSBAND OR WITE
—
(o] . .
- 0 2 . DR SR Un]ip/:_ fi. Bube
- ™ 1 E .S. ARMED FORCES? 17. INFORMANT dress
< (Yes, no, or unknown) | (If ves, give war or dates of service,
942 pp |w | Viaginia Nedlaon 118 50. Edm
- = Ia CAuss OF DEATH (Enter anly one cause per line for [a}, (b], ar (c), Cd4 ~ INTERVAL BETWEEN
10 < Z PART |. DEATH WAS CAUSED BY: QNSET AND DEATH
2 6 g IMMEDIATE CAUSE (s} 0/‘ . "-Jé/
n 8 & O i
- 4 e} .
1257 = a Conditions, if any,|  DUE 10 (b) Al’fﬁﬂl DSQ/draf/c /%dﬁf .0/ Jease 8 .
a "O w E which gave rise to
— 2 above cause (a),
13 .J_: = stating the under- )
lying cause last. DUE TO (c) -
% F4 FART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but nat related to the terminal PART 1)I. )f deceased was femele was
g disease condition given in PART | {a) " there a pregnancy in last 90 days.
122
E § ! 0O Yes I é‘ﬂoJ 1 Unknown
g £ | 75 Was AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 1) of item 18.)
5 = PERFORMED? ] O m]
= v YES [0 NO
-t
4 UEJ 5 20c, TIME OF Hour Month, Day, Year
< & INJURY am,
v g g p.m.
Z m 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
oc WHILE AT WORK O farm, factory, street, office bidg., etc.)
-4 NOT WHILE AT WORK []
O o 5 2
g o (= g 21, | attended the deceased fmmM n_&b_mmﬂ last luwhnllvc oMJ__
w ; o Death occurred at. A2 m on the date stated above, and 1o the best of my knowledge, from the causes tiated,
g il 8 o 373 SIGNATURE {Degres or title) 72b. AUDRESS . 22c. DATE SIGNED
R deae Kiinote ot
- w ’§ * c" H.Af W‘/ [2' "z
- < . uag\tkcnemayloa, 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
o a VY. a4 o . ‘ .
Z & _mm - New Picken ((emeteny St Louis, Mo.
= Py 24, FUN ) - RESS 25, DATE RECTX BY LOCAL REG. [ 26. REGISTRAR'S SIGNATURE .
wi 3
= % . COLONIAL CHAPEL - 12 -6 2 \3?/4“ & /5;»”
2 - Il
= Y 2




. 4k . -

STATEMENT. BY LICENSED EMBALMER
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| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embaimer No.

working under my personal supervision.
Student Signed ==Yy IR =V p 2

Signature of Student Embalmer Q
Licen Embalmer No J“JS? C:
P. Q. AddreSsSj_ SQTMJ ?;70’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure, to comply
with the above constitutes grounds for revocation of license). ’ . .
If embalmed-by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




